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The challenges facing efforts

in Africa to increase access to

antiretroviral HIV treatment un-

derscore the urgent need to

strengthen national health sys-

tems across the continent. How-

ever, donor aid to developing

countries continues to be dis-

proportionately channeled to in-

ternational nongovernmental

organizations (NGOs) rather

than to ministries of health. The

rapid proliferation of NGOs has

provoked ‘‘brain drain’’ from the

public sector by luring workers

away with higher salaries, frag-

mentation of services, and in-

creased management burdens

for local authorities in many

countries. Projects by NGOs

sometimes can undermine the

strengthening of public primary

health care systems. We argue

for a return to a public focus for

donor aid, and for NGOs to

adopt a code of conduct that

establishes standards and best

practices for NGO relationships

with public sector health sys-

tems. (Am J Public Health. 2008;

98:2134–2140.doi:10.2105/AJPH.

2007.125989)

AN ESTIMATED 20 MILLION

people worldwide could still ben-
efit from antiretroviral therapy
(ART) for HIV/AIDS,1 yet the
World Health Organization’s ‘‘three
by five’’ goal of placing 3 million
HIV-infected people on treatment
by 2005 has still not been met.
Widespread deficiencies in public
sector health infrastructure and

workforce are at the root of failures
to achieve treatment goals.2,3 Ac-
cording to one analysis, many
new HIV treatment projects ‘‘are
being implemented without ade-
quate investment in strengthen-
ing the weak, and in some cases
collapsing, health systems in
sub-Saharan Africa.’’4(p18) Treat-
ment expansion fueled by new
large-scale funding from the Presi-
dent’s Emergency Program for
AIDS Relief; the Global Fund to
Fight AIDS, TB, and Malaria; and
the World Bank has been slowed
by insufficient health infrastruc-
ture.5 There is an emerging con-
sensus among donors and local
governments recognizing the ur-
gency of strengthening the public
sector through workforce expan-
sion, infrastructure investment, and
management capacity building.6–8

With sufficient support, national
public sector systems can coordi-
nate large-scale programs and bring
integrated, quality services, such as
HIV/AIDS treatment and care, to
the greatest number of people most
equitably.

However, much of the new
HIV/AIDS funding is still chan-
neled to international nongov-
ernmental organizations (NGOs),
whereas funding for public sec-
tor health systems remains con-
strained. Observers in developing
countries with high HIV burdens
have become convinced that the

practices of NGOs may be caus-
ing permanent harm to public
systems of care by fragmenting
services, promoting internal
‘‘brain drain’’ from the public
sector, and creating an excessive
management burden for local
health managers, who must mon-
itor multiple projects.9 Paul
Farmer, who pioneered the provi-
sion of ART in resource-poor set-
tings in Haiti with the NGO Partners
in Health, highlighted this problem
in his 2006 American Public Health
Association address:

The NGOs, which fight for the
right to health care by serving the
African poor directly, often do so
at the expense of the public sec-
tor, creating a local brain drain by
luring nurses, doctors, and other
professionals from the public
hospitals . . . to NGO-land where
salaries are better and the tools of
our trade more plentiful.10(p6)

Recently, notable exceptions
including Partners in Health and
Médecins Sans Frontières in the
Khayelitsha township clinic in
South Africa have recognized
these challenges and worked to
strengthen public services.
Through our own experience in
Mozambique with Health Alliance
International, which supports in-
creased ART through public sec-
tor strengthening, we have wit-
nessed the pitfalls associated with
the international NGO model.
We believe that an international
NGO code of conduct could help

strengthen health systems by pro-
moting a more constructive role
for NGOs at this vital moment in
the AIDS crisis.

THE GLOBAL EXPANSION
OF NONGOVERNMENTAL
ORGANIZATIONS

The struggle to integrate NGOs
into the health sector is part of a
broader trend. Driven in some
measure by donor preferences,
the number of NGOs worldwide
ballooned during the 1990s from
6000 to 26000.11 The number of
international NGOs supported by
the US Agency for International
Development increased from 18 in
1970 to 195 in 2000.12 By 1996
the United States was directing al-
most one third of its African devel-
opment assistance through NGOs,
and overall aid funding to nonstate
organizations from major donors
such as the World Bank and Euro-
pean bilateral agencies grew 350%
between 1990 and 1999.13 Civil
society involvement (mostly NGOs)
in World Bank operations rose
from 21.5% of the total number of
projects in 1990 to nearly 72% in
2003.12

These statistics, of course, de-
pend on a clear consensus defini-
tion of NGO. This has often
proven elusive. Influential typol-
ogies include the generational
model of David Korten and the
network analysis of Green and
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Matthias.14,15 Such questions are
beyond the scope of this article.
Rather than linger on definitional
issues, we use the term pragmati-
cally, in reference to any interna-
tional, nonstate organization funded
by external agencies to provide
health services or technical assis-
tance in developing countries. In
addition to groups conventionally
identified as NGOs, such as Save
the Children, Cooperative for
Assistance and Relief Everywhere,
or Doctors Without Borders, our
definition includes many faith-
based organizations, foreign uni-
versities that register as NGOs in
local settings, for-profit public
health agencies, and some donors
that occasionally act as service
providers.

Many observers link this shift to
NGOs, to structural adjustment
programs promoted by the World
Bank and International Monetary
Fund in developing countries to
limit public sector spending and
privatize services to address the
mounting foreign debt crises ex-
perienced by many poor countries
since the early 1980s.16–18 Debt-
burdened countries were per-
suaded to impose public sector
salary and hiring caps, cut con-
struction, and reduce funding for
training institutions to rectify bal-
ance of payment problems.19 As
public services were cut back, some
argued that NGOs had a ‘‘compar-
ative advantage’’ in service delivery
because they could presumably
reach poor communities more ef-
fectively, efficiently, and compas-
sionately.20–31 In this view, state
services are plagued by inefficiency,
corruption, poor service quality,
and unmotivated staff; by contrast,
NGOs attract those eager to work

with the poor and subsequently
provide higher-quality services.
Many donors celebrated the pre-
sumed virtues of the private sector in
meeting market demand and allo-
cating resources more efficiently; the
US Agency for International Devel-
opment often refers to NGOs as
Private Voluntary Organizations.32

However, many observers in
Africa are now questioning this
model as the proliferation of
NGOs has led to management
burden on local health managers,
fragmentation of services, ‘‘brain
drain’’ from public sector services
to NGOs, and myriad projects that
collapse when NGO grant funding
ends.17,30,33,34 Driven by donor
demands, NGOs often focus nar-
rowly on vertical programs that
serve limited populations in con-
fined geographical settings for sin-
gle health problems.35 As a result,
NGOs frequently create showcase
projects with questionable sustain-
ability and perfunctory linkages to
local health services; for instance,
NGO-led HIV/AIDS testing and
treatment projects are often not
integrated into existing primary
health care services. Some argue
that NGOs can put more people
on ART faster than could public
sector systems in such projects by
circumventing slow government
bureaucracies—a claim that attracts
donors eager to show dramatic re-
sults quickly.36 However, as stated
by Loewenson and McCoy,

Vertical programs established to
achieve rapid delivery against
unrealistic targets can divert
scarce resources from strained
public health services and bring
undesirable opportunity costs and
inefficiencies through the creation
of parallel management and ad-
ministrative systems.37(p242)

COMPARATIVE
ADVANTAGE OF THE
PUBLIC SECTOR

With the challenges now con-
fronting efforts to expand HIV/
AIDS treatment, many believe the
comparative advantage actually
lies with adequately funded na-
tional health systems. As implied
in the Universal Declaration of
Human Rights and clarified in
subsequent covenants, govern-
ments must guarantee the right
to quality health care that is
available, accessible, and accept-
able.38–40 They can only meet
this obligation through strong
national health systems; nonstate
actors and international agencies
must commit to supporting this role
to meet their own human rights
obligations.

African governments can es-
tablish standards of care, ensure
equity in service delivery, harmo-
nize information systems, achieve
geographic coverage, and carry
out long-term planning based
on local health priorities. Aid
channeled into well-planned na-
tional health system strategies can
prevent fragmentation of service
delivery while efficiencies are
gained by reducing the transaction
costs from working across multiple
vertical projects. Through econo-
mies of scale and coordination of
funds, national health systems can
reach the most people more effi-
ciently and cost-effectively than
could private sector commercial
providers, charities, or NGOs.
Their influence over all sectors of
the health delivery system ensures
decisions made at one level can
intersect with those at another.
Public sector health systems are

also lasting institutions in which
complex health programs can be
sustained and improved over
time. And, unlike NGOs, national
health systems should, in principle,
be accountable to those they
serve because they are controlled
through local mechanisms of gov-
ernance. Although those mecha-
nisms are frequently inadequate,
public sectors are premised on
their responsibility to serve their
constituents.

Numerous empirical examples
of this advantage in HIV care are
now emerging. Brazil was among
the first countries to implement a
universal ART program and by
2003 was providing free medica-
tion to approximately 125000
people. According to the 2004
World Health Report, Brazil’s
success derived from aggressive
drug price negotiation, a drugs
logistic system, laboratory capac-
ity, and drug delivery through a
network of more than1000 public
care and testing services.41 In
Malawi, the public sector, with NGO
help, has been able to deliver
treatment to a large number of
patients relatively quickly with
good outcomes; the number of pa-
tients on ART rose from about
4000 in early 2004 to nearly
38000 by late 2005, nearly 47%
of the national target.42 In Mozam-
bique, NGOs provide critical sup-
port, but the national system cre-
ated the framework through which
treatment has been successfully
expanded to nearly 80000 people
in 3 years (more than 90% of its
goal for the period),43 a feat im-
possible to achieve through an
NGO-centered approach.

Donors are beginning to notice
this advantage. The Paris
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Declaration on Aid Effectiveness,
with more than100 signatory coun-
tries, affirms donor commitment to
‘‘increasing alignment of aid with
partner countries’ priorities, sys-
tems and procedures and helping
to strengthen their capacities.’’44(p1)

Curiously, however, this recogni-
tion has yet to translate into major
shifts in funding. An analysis of
2004–2005 President’s Emer-
gency Program for AIDS Relief
central awards grants (those man-
aged by the US Agency for Inter-
national Development and the
Centers for Disease Control and
Prevention directly out of the
Washington, DC, headquarters)
shows only16% of funds were paid
to host governments and the re-
mainder was paid to NGOs, uni-
versities, the World Health Organi-
zation, and private companies.45 In
Mozambique, in 2008, only 26%
of health sector foreign aid will be
managed independently by the
ministry of health, 26% will be

jointly managed by the ministry of
health with donors, and 48% will
be channeled to NGOs.46 Recog-
nizing that NGOs will continue to
play key roles in many developing
countries, especially for increasing
ART, we believe the time is ideal to
discuss a code of conduct for NGOs
to strengthen public sector health
systems.

ELEMENTS OF A CODE OF
CONDUCT

Existing codes of conduct have
typically been written by country-
specific NGO associations and na-
tional governments to address
local concerns. As local circum-
stances vary widely, it may be
challenging to develop a useful
unifying international code. Non-
governmental organizations do
not operate in isolation and any
such code should acknowledge
the varied possible relationships
among international NGOs; local

community, civic, and faith-based
organizations; national and local
governments; international insti-
tutions; and public and private
donors. Although the challenges
are daunting, we look to the suc-
cess of the Code of Conduct for the
International Red Cross and Red
Crescent Movement and Non-
Governmental Organizations in
Disaster Relief as a precedent
for this movement.47 The Inter-
national Committee of the Red
Cross code, launched just after the
Rwanda genocide of April 1994
with more than 300 signatories, has
since been usefully invoked in hu-
manitarian crises in Afghanistan,
Iraq, Gujarat, and other areas.48

Other useful lessons are offered by
the Code of Good Practice for
NGOs Responding to HIV/AIDS,
launched in 10 countries, with the
endorsement of more than 160
NGOs.49 The specific urgent need
now for national health system
support leads us to propose an

NGO Code of Conduct for Health
System Strengthening to address 3
major concerns about NGO activity
not included in other codes (Table
1 and the box on page 2137).

Management Burden

International NGOs often pro-
mote pet projects with idiosyn-
cratic accounting systems, indi-
vidual reporting systems, and
objectives distinct from those of
ministries of health. These create
enormous management burdens
for local health officials.50 Disrup-
tive turf wars sometimes erupt be-
tween competing NGOs as they vie
for access to specific geographic or
health domains, requiring media-
tion by local authorities. Many
ministry of health officials find it
impossible to refuse desperately
needed resources, even when they
are channeled to NGO projects and
away from national priorities.51,52

International NGOs should in-
stead match their resources and

TABLE 1—Nongovernmental Organization (NGO) Impact on National Health Systems

Area Negative Impact Positive Impact

Management Burden Support

Multiple projects to oversee Support for management capacity building

Divergent financial and program reporting requirements Support for financial coordination and harmonized program reporting

Diversion of planning to meet NGO needs Support for integrated planning

Operations Fragmentation of services, vertical technical assistance Technical assistance, innovation, pilot projects

Showcase projects with limited sustainability New, innovative programs to meet MOH priorities

Imbalances in geographic and programmatic resource allocation Contribution of resources to MOH technical assistance priorities

Vertical programs that undermine service integration Innovative methods to channel vertical funds into integrated services

Concentration of scarce MOH human resources within NGO-related projects Allocation of human resources to MOH for innovative projects

Human resources Shortages Capacity building

‘‘Brain drain’’ to NGOs On-the-job training for MOH staff

Lack of sustainability for new programs Funding for additional MOH workforce for new program needs

Lower morale among health workers Advocacy to improve work conditions, capacity, and workloads

Weakened management through loss of skilled staff Provision of management training and funding for new management tools

Note. MOH = ministry of health.
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projects to existing ministry of
health priorities and management
capabilities. To do this, they should
engage in joint planning and im-
plementation, support the strength-
ening of existing administrative
and managerial structures, and
strengthen management capacity of
local and national governments. The
NGOs should also share budgetary
and financial information.

Fragmentation of the Health

Sector

NGOs are normally pressured
by donors to produce short-term

gains quickly (within 1 to 2 years)
in a limited population, creating
conflict with longer-term system
strengthening. Showcase projects
by NGOs are frequently designed
as vertical programs with no
plans for expansion or sustain-
ability, and little integration with
local health systems. The result
is fragmented and inequitable
health care delivery, where, for
example, viral load measurement
may be available, but cesarean
sections are not; where one district
has a state-of-the-art hospital and
the next district has a building

serving as a makeshift health
post.30,53

Nongovernmental organiza-
tions can minimize this fragmen-
tation and help build a strong pri-
mary health care base by
creatively integrating vertical
donor-funded projects into the
existing public sector health sys-
tem. Donors should allow flexibil-
ity to NGOs in tailoring programs
to existing conditions and systems.
The code of conduct should in-
clude a commitment to help build
local systems and use funding in
ways that will most benefit com-
prehensive primary health care.

Brain Drain

Nongovernmental organiza-
tions often contribute to the hu-
man resources ‘‘brain drain’’ crisis
in Africa when they lure govern-
ment health workers away into
highly paid NGO positions.10,30,33

In our experience in Mozambique,
this internal ‘‘brain drain’’ has had a
more severe impact on the local
health system than has the more
widely recognized international
migration of health workers. The
NGO salaries may be 5- to 20-times
higher than are public-sector sal-
aries while providing more com-
fortable working environments and
benefits.27,30,33,54–56 Structural ad-
justment program–related public
sector salary and hiring caps restrict
the ability of governments to com-
pete with NGO offers, or train suf-
ficient numbers of new health
workers. When NGOs provide a
few lucky health workers with high
salaries, they contribute to morale
and management problems among
those left behind. Instead, NGOs
should strengthen local human re-
source capacity by working within

existing salary structures and com-
plementing local training capacity.
Rather than hiring workers out of
the public system to work in a
parallel program, NGOs can inte-
grate projects into local systems and
fund additional workers in the
public system in accordance with
local pay structures. Nongovern-
mental organizations can also sup-
port other incentives to retain staff,
such as payment for overtime or
after-hours service expansion, or
stipends for extra training and ad-
ditional job responsibilities.

In limited cases where NGOs are
faced with hiring workers from a
ministry of health, local health au-
thorities should approve and co-
ordinate the process. We propose
that in these rare situations, NGOs
commit to replacing (via support for
preservice training position and sal-
ary) each health worker they hire
outof thepublic system.Planners for
NGOsshouldalsocommit to limiting
pay inequities between NGO and
ministry of health workers. Al-
though market forces pressure
NGOs to raise salaries, a collective
effort within the NGO community
could place ceilings on pay to keep
pay ratios more reasonable.

NEXT STEPS

International NGOs have
unique standing and opportunity
to influence donors, governments,
and multilateral organizations to
strengthen national health sys-
tems.57 Policies that restrict invest-
ment in public sector health sys-
tems, such as structural adjustment
programs, should be exposed and
decried by NGOs who have first-
hand experience of their destructive
effects. Indeed, reversing these

Elements of a Nongovernmental Organization (NGO) Code of

Conduct for Health System Strengthening

(1) Hiring practices that ensure long-term health system
sustainability
Limit hiring out of public systems
Obtain consent from the local MOH for any hiring from public
systems

(2) Compensation practices that strengthen the public sector
Limit pay inequity between the public and private sectors, and
compensate community health workers

Support pay incentives for rural service
Grant similar privileges to expatriate and national employees

(3) Human resources support for local health systems
Support increases in the number and capacity of health
professionals

Support training to build management and service capacity in
MOHs

(4) NGO management support for MOHs
Commit to joint planning
Follow MOH geographic, administrative, and personnel
norms

Advocate for flexible donor funding to mitigate effects of
vertical funding

(5) Health system community support
Support communities’ linkages to health systems while
promoting government accountability

Help protect oppressed populations
(6) Advocacy to eliminate wage bill caps and limitations on health

system investment promoted by IFIs

Notes. MOH=ministry of health; IFIs= international financial institutions.
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policies and freeing governments to
invest in their beleaguered health
care systems would provide more
benefit than a legion of geographi-
cally constrained and time-limited
NGO programs. The code should
therefore explicitly compel signa-
tories to advocate with donors,
governments, and international fi-
nancial institutions to remove con-
straints and increase aid directed to
health systems strengthening.

We have already launched a
series of discussions among a small
number of concerned actors to
develop an international NGO
Code of Conduct for Health Sys-
tem Strengthening, building on
earlier efforts at codes designed
to influence NGO ethical behavior
and accountability. Nongovern-
mental organization forums
have developed country-specific
codes of conduct in Mozambique,
Botswana, Uganda, Afghanistan,
Pakistan, India, Philippines, South
Africa, and the Democratic Re-
public of the Congo, among
others.47,58–66 The recent Mozam-
bique code of conduct outlines
principles of partnership and coor-
dination in which NGOs are to
abide by the Ministry of Health
strategic plan, adhere to a code
of conduct for bilateral and multi-
lateral partners, avoid duplication of
efforts, and promote public sector
capacity building.67 In addition, it
states that projects involving more
than US $1 million should include
construction of a health center,
rehabilitation of equipment, or
scholarships for training courses.

In the development of the new
code suggested here, there are a
number of other contentious is-
sues to resolve; for example,
should international NGOs pay

taxes in countries where they op-
erate? There are few suitable
global arenas to discuss and de-
bate such a code, and NGOs range
across the ideological spectrum
with varying attitudes toward pri-
vate versus public sector involv-
ement in service delivery. Public
sector support may be controver-
sial in fragile states, conflict settings,
or in disaster relief programs. How-
ever, even in these precarious situ-
ations, NGO actions can either
contribute to or hinder the state’s
ability to serve local needs.

Code compliance will be a
challenge, and experience with
existing codes in specific countries
has been mixed. In Mozambique,
code enforcement is constrained
by lack of designated processes
and personnel to follow-up and
monitor activities. However, com-
pliance with a broader interna-
tional code could be encouraged
with the participation of major
donors in collaboration with local
governments. Key donors could
tailor their awarding mechanisms
to promote adherence to code
guidelines. The Joint United Na-
tions Programme on HIV/AIDS or
the World Health Organization
could promote the code through
their country missions. The code
would also provide local ministries
of health with a tool and shared set
of expectations to use in negotia-
tion, management, and coordina-
tion of NGO activities.

As an important follow-up to
the Paris Declaration, the Inter-
national Health Partnership was
launched in September 2007 as a
pact among donor and recipient
countries, international health
agencies, and foundations that
aims to help developing countries

strengthen national health systems
as a whole, ensure better coordi-
nation, and provide long-term,
predictable financing to coun-
tries.68 It is also encouraging that
the Global Fund to Fight AIDS,
TB, and Malaria has recognized
the importance of health system
strengthening, in addition to pro-
viding support for disease-specific
programs, and has also committed
to the Paris Principles of Harmoni-
zation and Alignment. The Global
Fund to Fight AIDS, TB, and Ma-
laria also mandates that recipient
countries establish country coordi-
nating mechanisms that seek to
align state and nonstate activities.
In practice, country coordinating
mechanisms have had mixed re-
sults; nevertheless, they provide
potential institutionalized donor
support for code compliance.

In spite of formidable chal-
lenges, the existence of a well-
known and widely disseminated
code could shift expectations
across the aid industry and, thus,
provide a kind of professional
peer pressure to adhere to certain
standards of conduct or risk ostra-
cism and damage to organizational
reputation with eventual impact on
funding. There is increasingly
broad agreement that without
strengthening health systems, a
long-term solution to the AIDS
crisis and the high burden of
disease faced by the poorest
countries will not be possible.
With the help of an international
code of conduct, a reorientation
of NGO practice toward system
strengthening could add significant
momentum to the major new
efforts now underway to bring
HIV/AIDS treatment and health
care to all. j
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Children’s Secondhand Smoke Exposure in Private Homes
and Cars: An Ethical Analysis
Jill A. Jarvie, RN, MS, and Ruth E. Malone, RN, PhD

Secondhand smoke (SHS)

exposure is a known cause of

disease among nonsmokers,

contributing to lung cancer,

heart disease, and sudden in-

fant death syndrome, as well as

other diseases. In response to

the growing body of scientific

literature linking SHS with seri-

ous diseases, many countries,

states, and cities have estab-

lished policies mandating

smoke-free public spaces. Yet

thousands of children remain

unprotected from exposure to

SHS in private homes and cars.

New initiatives targeting

SHS in these spaces have

raised ethical questions about

imposing constraints on pri-

vate behavior. We reviewed

legislation and court cases re-

lated to such initiatives and

used a principlist approach

to analyze the ethical implica-

tions of policies banning smok-

ing in private cars and homes

in which children are present.

(Am J Public Health. 2008;

98:2140–2145. doi:10.2105/

AJPH.2007.130856)

SECONDHAND SMOKE (SHS) IS

defined as a mixture of sidestream
smoke from the end of a burning
cigarette and exhaled mainstream
smoke. The US surgeon general
concluded in 1986 that SHS ex-
posure causes disease among
nonsmokers.1 Since then,

additional evidence has shown that
SHS causes lung cancer, respira-
tory tract injury, heart disease, and
sudden infant death syndrome.2

More than 50 carcinogens have
been identified in SHS.2 Inhaled
fresh sidestream smoke is also
about 4 times more toxic than
mainstream smoke.3 Yet thousands
of children remain unprotected
from involuntary exposures to SHS
from adult smoking.2

We explored the ethical di-
mensions of SHS exposure in
children when the exposure oc-
curs in private homes and cars.
We reviewed the significance of
the problem, considered legisla-
tion and court cases related to

children’s SHS exposure in private
domains, and analyzed the ethical
implications of policies restricting
smoking in private cars and homes
in which children are present.

SIGNIFICANCE

It has been estimated that
22%2 of children younger than
18 years and 40% of children
younger than 5 years in the United
States live with an individual who
smokes.4 Infants and young chil-
dren are more exposed to SHS in
homes than in other places, because
they spend more time at home.5

Children also are particularly vul-
nerable to the deleterious effects of
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